VENTRICULAR aneurysm has not been reported to our knowledge as a complication of selective angiocardiography. We have observed two cases, both of the right ventricle, confirmed at subsequent surgery.
At the age of 7 years an anastomosis of the left subelavian to the pulmonary artery had been performed. Six years later severe disability had returned and the anastomosis had ceased to function. In October 1961, a blind pulmonary valvulotomy and infundibular resection were performed through a small ventricular incision. Following relief of the obstruction the pulmonary artery pressure was found to be 50/16 mm Multiple side hole catheters have been used to diminish recoil and achieve better mixing of contrast material and blood. Despite these considerations the difference in the incidence of myocardial injection of dye suggests that single end hole catheters are safer for ventriculography.
Positioning of the catheter tip in the body rather than the outflow tract of the ventricle has been recommended. It is possible that injection into the wall of the ventricle is less likely in this situation because more obvious mobility of the catheter tip may be observed. The fact that in our series the tip was located in the outflow tract in one case and the body in two indicates that it can occur in either situation.
Other factors that may be related to these complications include the quantity of dye and speed with which it is injected. These factors condition the velocity of the jet of dye. This may be important in cases of myocardial perforation7; however, in our cases the collection of dye within the wall suggests that the catheter was actually embedded. The December 1964 cases seemed explicable by catheter penetration rather than a high pressure jet. The previous infundibular incision may have weakened the wall in the first case. However, the development of the aneurysm in relation to the investigation wlas unquestionable.
In case 1, the occurrence of severe arterial desaturation during surgery together with hypotension was very striking. The low arterial carbon dioxide tension suggested that ventilation was adequate, and the spontaneous improvement after cessation of manipulation and retraction made it seem likely that the aneurysm was obstructing right ventricular ejection and facilitating an increase in the right-to-left shunt. Although the diagnosis was suspected preoperatively, the difficulties experienced during surgery suggest that exact diagnosis and delineation by means of venous angiocardiography might have been worth while. Summary
Two cases are reported of aneurysm formation in the outflow tract and body of the right ventricle following selective angiocardiography. The 
